Enhancing patient experience by training local trainers in fundamental communication skills by Chou, Calvin L. et al.
Patient Experience Journal
Volume 1 | Issue 2 Article 8
2014
Enhancing patient experience by training local
trainers in fundamental communication skills
Calvin L. Chou
University of California - San Francisco, calvin.chou@ucsf.edu
Laura Cooley
American Academy on Communication in Healthcare, cooley@aachonline.org
Ellen Pearlman
Hofstra University School of Medicine, r.e.pearlman@hofstra.edu
Maysel Kemp White
HCA West Florida, maysel.white@hcahealthcare.com
Follow this and additional works at: https://pxjournal.org/journal
Part of the Educational Methods Commons, Health Communication Commons, Interpersonal
and Small Group Communication Commons, and the Medical Education Commons
This Article is brought to you for free and open access by Patient Experience Journal. It has been accepted for inclusion in Patient Experience Journal by
an authorized editor of Patient Experience Journal.
Recommended Citation
Chou, Calvin L.; Cooley, Laura; Pearlman, Ellen; and White, Maysel Kemp (2014) "Enhancing patient experience by training local
trainers in fundamental communication skills," Patient Experience Journal: Vol. 1 : Iss. 2 , Article 8.
Available at: https://pxjournal.org/journal/vol1/iss2/8
Enhancing patient experience by training local trainers in fundamental
communication skills
Cover Page Footnote
We thank David Gullen, MD for reviewing a portion of a draft of this work. We particularly thank all the
future-trainers who have undergone the program for their participation, feedback, and inspiration to continue
building this work.
This article is available in Patient Experience Journal: https://pxjournal.org/journal/vol1/iss2/8
 Patient Experience Journal 
 Volume 1, Issue 2 – Fall 2014, pp. 36
 
 
 
Patient Experience Journal, Volume 1, Issue 2 - Fall 2014
© The Author(s), 2014. Published in association with The Beryl Institute a
Downloaded from www.pxjournal.org 
 Patient Experience Practices 
 
Enhancing Patient Experience by Training Local Trainers in Fundamental 
Communication Skills  
Calvin L. Chou, MD, PhD, FAACH,
Laura Cooley, PhD, American Academy on Communication in Healthcare
R. Ellen Pearlman, MD, Hofstra University School of Medicine
Maysel Kemp White, PhD, HCA West Florida
 
 
Abstract 
Medical centers have a vested interest in improving patient experience through enhancing communication skills. The 
American Academy on Communication in Healthcare has helped institutions across the country establish internal 
expertise through delivering train-the-trainer programs. The phases of the program include preparing for 
implementation of the program, having program participants undergo a fundamental communication skills workshop 
and then understanding the theoretical and practical rationales underly
participants to achieve mastery, and ensuring long
Outcomes for participants include increased self
communication skills program, and enhanced communication and hopefulness in working with colleagues. Train
trainer programs are a viable way to create enduring communities of local experts who can implement 
institutions’ commitments to excellence in the communication skills of their providers.
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Introduction 
 
Engaging health care providers of all types in efforts to 
enhance patient experience is of high interest
worldwide report in patient experience surveys and 
complaints that they desire enhanced communication from 
their providers.  Systems are particularly looking to involve 
physicians in these initiatives, and there is widespread 
agreement that physicians’ communication skills are 
necessary for optimal patient-centered care.
until recently, medical schools and residency programs 
largely did not include fundamental communic
training, and most practicing physicians do not undergo 
such training. Prior literature supports the efficacy of 
training in communication skills for all healthcare 
providers.2-4 Enhanced communication skills
enhanced expressions of empathy,5 increased pain 
control,6 improved blood pressure control,
weight loss,8 appropriate use of antibiotics,
glycosylated hemoglobin levels,10 among many other 
outcomes. A recent meta-analysis examining the patient
clinician relationship demonstrated that its effect on 
patient outcomes is estimated to be larger than the salutary 
effects of aspirin in the primary prevention of myocardial 
infarction for five years.11 Practice-relevant measures th
link to communication skills training include increased 
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patient satisfaction scores,12 decreased patient 
complaints,12 and decreased malpractice claims.
Numerous methods to teach communication skills have 
been described (Table 1); nearly all incorpor
of explicitly eliciting and setting an agenda at the outset of 
the visit, incorporating empathic statements, and 
effectively closing the visit. 
 
Though programs to teach communication skills directly 
to providers have existed for many years, b
faculty development programs14 as well as through 
consultation visits to individual institutions, the 
opportunity to train facilitators to train colleagues (“future
trainers”) within their own institutions is attractive for 
several reasons.  First, internally trained future
understand and can apply the vagaries of institutional 
systems more effectively to colleagues than outside 
consultants.  Second, internally developed experts can 
become champions of the work and advance their 
careers.15   Third, rather than hiring outside facilitators to 
primarily teach communication skills, costs can be lower in 
the long run.  Finally, training a cadre of trainers based in 
the same institution can create a sense of community and 
enhanced learning from each other.
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Table 1. Models for learning and teaching interpersonal communication skills 
 
Model Basis of the model Features 
3 Function  
(Cole, Bird; ref 30) 
Establish rapport 
Obtain information 
Inform and educate the patient 
Simple to remember; more intuitive approach 
Four Habits 
(Frankel, Stein; ref 
29) 
Invest in the beginning 
Elicit the patient's perspective 
Demonstrate empathy 
Invest in the end 
Explicitly includes patient's perspective 
 
Data in both inpatient and outpatient settings that 
corroborate utility of model 
Four E’s (Carroll 
and Platt; ref 31) 
Two aspects of medicine: 
1. What we do - Find it and fix it 
2. Process - how we deliver care 
Engage the person and his/her agenda 
Empathize 
Educate 
Enlist as collaborative partner 
Generalizable to all patient encounters 
 
Data in outpatient settings 
REDE (Windover, 
et al; ref 32) 
Relationship: 
Establish the relationship 
Develop the relationship 
Engage the relationship 
Sequential approach 
AIDET 
(Studer; ref 33) 
Acknowledge the person by name 
Introduce yourself and your role 
Duration of how long you will be, what you want to do, and 
permission 
Explain what you will do 
Thank the person 
Generalizable to all patient encounters 
SEGUE  
(Makoul; ref 34) 
Set the stage 
Elicit information 
Give information 
Understand the patient's perspective 
End the encounter 
Sequential approach 
 
 
Calgary-Cambridge 
(Kurtz, Silverman; 
ref 35) 
Initiating the session 
Gathering information 
Providing structure 
Building relationship 
Explanation and planning 
Closing the session 
Specific, sequential steps within the model include 
suggestions 
Kalamazoo 
Consensus 
Statement (ref 36) 
 
Build the doctor-patient relationship 
Open the discussion 
Gather information 
Understand the patient's perspective 
Share information 
Reach agreement on problems and plans 
Provide closure 
Summary of large group of researchers 
   
Combines strengths of several models 
NYU Macy 
Initiative (ref 37) 
Prepare 
Open 
Gather 
Elicit and understand patient's perspective 
Communicate during the exam 
Patient education 
Negotiate and agree on plan 
Close 
Comprehensive, sequential 
 
 
Smith (ref 38) Set the stage for the interview 
Elicit chief concerns and set agenda 
Begin the interview with non-focusing skills that help the 
patient to express themselves 
Use focusing skills to learn symptom story, personal context, 
and emotional context 
Transition to the middle of the interview 
Obtain a chronological description of the HPI 
Past medical history 
Social history 
Family history 
Review of systems 
End of the interview 
Very specific, sequential steps 
 
Detailed explanation of each step of the interview, 
including  biomedical aspects 
 
Patient outcome data in internal medicine residents that 
support its use 
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At the American Academy on Communication in 
Healthcare (AACH), we have taught communication skills 
training workshops for over thirty years, and AACH 
faculty, as “master facilitators,” have brought this 
experience to institutions across the country in the form of 
train-the-trainer (TTT) programs.  Master facilitators who 
lead these programs have demonstrated a host of 
competencies that not only qualify them for work with 
individual learners but also incorporate the perspectives 
that are required for successful institutional rollout of 
communication skills programs (Table 2).  Here, we will 
describe the format of TTT programs, along with the 
underlying educational theory that informs their 
development, and share examples of the effects that some 
of these programs have had on the institutions that have 
adopted them. 
 
Format of TTT Programs 
 
The TTT program has five distinct phases (see overview, 
Table 3). 
 
Phase One: Preparation 
Institutional buy-in for establishing a train-the-trainer 
program, and even more importantly, supporting it after 
future-trainers complete the program, is essential (see 
Phase Five for further details of establishing and 
advancing institutional culture change). Initiatives from 
patient experience officers and interested staff members 
thrive with institutional backing, including explicit verbal 
and financial support from executive-level leaders, 
provision of space for initial training as well as ongoing 
fundamental skills training, finances, strong administrative 
staff, protected time for future-trainers, and other 
resources required to maintain the program.  In particular, 
early identification of a highly organized administrative 
lead to serve as project coordinator ensures successful 
launch and rollout.  
 
A timeline that maps Phases Two through Four of the 
certification process for future-trainers (see Table 3), 
followed by a timeline for Phase Five (roll-out of the full 
program), is another important part of the preparation 
phase. The project coordinator must explore availability of 
the TTT master facilitator and the entire future-trainer 
cohort in order to schedule the first four phases of the 
training.  
 
Selecting future-trainers is also a critical step. Criteria are 
based on organizational support and commitment, and 
individual trainer credentials. This program may also 
dovetail with broader institutional initiatives to deepen 
staff capacity. We list 10 areas to consider as possible 
credentials for future-trainer candidates (Table 4).  
Organizational or departmental sponsorship for individual 
future-trainers (e.g., from a department chair or 
supervisor) increases the likelihood that the program 
reaches as many practitioners as possible.  Future-trainers 
must also have sufficient standing in the organization for 
potential participants to consider them and the program 
credible; for example, the program cannot be run solely by 
students, visiting interns, and the most junior staff 
members. Future-trainers can have varying levels of 
 
 
Table 2.  Competencies of Master Facilitators Leading Train-the-Trainer Programs 
 
In addition to the basic areas listed in the text as credentials for future-trainers, master facilitators for these programs have 
often had significant experience in curriculum development and culture change initiatives and can demonstrate: 
• Robust knowledge of the underlying theory and evidence base for relationship-centered communication skills 
• Keen observational skills for individual communication skills, interaction skills, facilitating groups 
• Expertise with communication skills models and ability to flexibly adapt to any given model while being able to stay 
stringently adherent with the particular details of the model being used; flexibility to adapt a given model to customize to 
an individualized model that addresses local mores and customs 
• Excellent platform skills and ability to lead and facilitate interactive discussions 
• Effectiveness in eliciting specific learning goals from program participants (often using appreciative inquiry) and skills 
practice to address those goals 
• Facility of working with role-play exercises of different types: highly structured exercises to highlight skills development; 
“role reversal” scenarios where the provider plays the part of a patient to gain additional insight; “rolling role play” with 
several participants sequentially engaging in skills development exercises 
• Expertise in giving effective reinforcing and corrective behaviorally-based feedback, teaching about feedback, and 
developing effective feedback skills in program participants 
• Facility of accessing a toolbox of a wide variety of approaches to managing different learning levels, conflict, and 
challenging participant behaviors 
• Exemplary reflective listening and empathic skills during discussions and exercises 
• Skill in interfacing with institutional representatives and executives to communicate about programmatic progress and 
identify areas for additional support 
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preexisting experience in communication skills training; all, 
however, must be willing to undergo the training and have 
at least some interest in the process.  In our experience, we 
have found that having some skeptics in the training 
groups can deepen the training and practice for all future-
trainers and may reveal common pitfalls and areas of 
resistance likely to arise in future participants.   
 
For institutions that employ independent (“affiliated”) 
physicians, desire to participate in TTT programs may be 
lower, and health systems may not have the authority to 
mandate their participation.  To create interest and 
motivation, persuasive messages might include: a) framing 
the training as a way to improve patient outcomes, 
personal job satisfaction, efficiency, and teamwork; b) 
framing the training as a means that can help physicians to 
build their practices by highlighting the link between 
effective communication, higher patient experience, and 
patient retention.  In addition, if the health system also 
offers other programs to help affiliated physicians build 
their practices, it could build loyalty and represent a win-
win situation; c) offering continuing education credits and 
publicizing these in promotional efforts; d) offering 
presentations or materials that underscore the 
improvement in physician well-being and increased 
workplace enjoyment as a result of these workshops; and 
e) creating an incentive system that recognizes physicians 
who have improved patient experience scores and/or who 
have completed the training. 
 
Phase Two: Participating in a fundamental 
communication skills training workshop 
In order for future-trainers to become expert small group 
facilitators of fundamental communication skills, it is 
essential to make certain that all participants in TTT have a 
standardized approach and common syntax.  Therefore, 
on the first day of the program, all future-trainers undergo 
a standard full-day workshop in communication skills.  
Since many similar models to teach communication skills 
have been described (Table 1), it is important first to 
understand an individual institution’s prior exposure to 
and/or knowledge of communication skills, if an 
institution prefers a particular approach, and for trainers to 
adapt that preference into the TTT program (provided 
that appropriate proprietary issues, if any, have been 
addressed). 
 
Typically, master facilitators who lead this standard full-
day workshop include an overview of the benefits of 
communication skills training, addressing the underlying 
evidence supporting communication skills training and the 
potential benefits to individual providers as well as to 
institutions.  This introduction is followed by sessions that 
address common skills used in the beginning, middle, and 
closing phases of a medical encounter.  For maximal 
learner-centered benefit, these sessions rely less upon 
didactic presentations (though brief presentations help to 
contextualize the skills) in favor of facilitated skills 
practice, with small group leaders closely observing and 
conducting structured debriefs using fundamental 
feedback principles.18 A final “integrated” section of the 
day encourages learners to apply these newly-learned skills 
to challenging encounters they may have experienced, and 
this coda encourages application of skills to real-life 
contexts. 
 
In this process of undergoing communication skills 
training themselves, future-trainers have the opportunity 
to experience learning on two different levels: first and 
primarily as learners who commit to participating in skills 
development and who, through the process, may develop 
insights into what future learners may experience; and 
second, as future-trainers who observe the master 
facilitators of the workshop as role models, doing what 
they will be doing at the conclusion of the program. 
 
Table 3: Overview of Train-the-Trainer Programs Leading to Certification by AACH 
 
Phase One Preparing: institutional buy-in, selection of future-trainers 
Phase Two Experiencing daylong fundamental communication skills workshop 
Phase Three Looking behind the curtain: understanding workshop design and eliciting goals 
 Introduction to educational and learning theory supporting the workshop design 
 Workshop walk-through to highlight key concepts 
 Facilitator self-assessment of own learning agenda in training program 
Phase Four Mastering small group facilitation skills and workshop flow  
 Iterative practice of communication and small group facilitation skills 
 Managing challenging participation 
 Managing workshop flow  
 Increasing level of authenticity: first with simulated practice workshops among the group of future-
trainers, then with co-facilitation of “live” workshops with lead facilitator, then finally with solo 
facilitation of live workshops with close observation and minimal intervention by lead facilitator 
Phase Five Ensuring viability and long-term maintenance of program 
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Phase Three: Learning the design behind the 
workshop 
Several educational theories based on contemporary 
psychological studies are important for future-trainers to 
understand on a very basic level before embarking on 
training.  While future-trainers need not develop the ability 
to reproduce minute details of these theories, a working 
understanding of how learning most optimally occurs in 
these settings can allow for more effective facilitation of 
long-term learning, as opposed to once-and-done styles of 
training.   
 
First, social learning theory propounds that communities 
of learners are more likely to achieve new learning and 
behavior change than any single isolated individual.19 In 
healthcare communication skills training, participants bring 
in rich histories of experience interacting in clinical settings 
and over time have developed effective tools, scripts, or 
approaches from which everyone in a group can learn.  In 
this paradigm, instead of conducting unilateral didactic 
teaching, a future-trainer facilitates learning: the small 
group facilitator brings an excellent knowledge base of 
communication skills but is particularly adept at eliciting 
ideas and experiences from participants, making 
observations about those skills, and constructing skill-
building exercises that deepen learning.   
 
Second, cognitive load theory uses models of human 
memory to suggest that learners can only process a limited 
amount of information at any given time.20 Traditional 
methods of didactic presentation often overload a learner’s 
working memory, resulting in minimal take-home learning.  
Table 4. Potential characteristics and criteria to use for selecting future-trainers. 
 
1. Academic Degree: We have found no correlation between an individual’s academic degree and success in conducting 
workshops.  Physicians, nurses, social workers, psychologists, risk managers, human resources representatives, and 
lawyers have all been successful.  Whatever the degree, the individual should have training that enables him/her to 
observe and evaluate communication behaviors effectively, and to act on those observations to deliver effective feedback. 
2. Ethical Commitment: Successful future-trainers express and act upon a profound commitment to excellence in patient 
care.  Their commitment frequently arises from and is reinforced by personal and professional reflection on challenges 
presented to clinicians.  Thus, they are both empathic to the dilemmas faced by clinicians and certain about the centrality 
of excellence in patient care as a core value. 
3. Scientific Thinking and Analysis: Successful future-trainers possess the beliefs and conceptual skills that enable them 
to engage in critical thinking when they encounter theories, studies, and opinions.  They search out and evaluate what is 
known and hypothesized about a topic. 
4. Work Experience: Successful future-trainers know the clinical world in which clinicians function.  They can easily draw 
upon examples and stories.  This may be because they are clinicians themselves or because they have spent years in 
clinical settings. 
5. Passion For The Topic: Successful future-trainers care profoundly about the topic, and this passion is obvious when 
they are teaching.  Typically, successful future-trainers have worked to master their own communication skills and have 
long recognized the importance of these skills in the clinical setting. 
6. Emotional Intelligence: Successful future-trainers possess considerable emotional intelligence.  Empathy is not an 
abstract concept to them: they are capable of recognizing it, demonstrating it, and teaching it.  They know their own 
defense mechanisms well, and they are able to maintain control of them.  They are open to feedback and weigh criticism 
judiciously.  People may refer to them as emotionally mature with intact egos. 
7. Presentation Skills: Successful future-trainers demonstrate both competence and comfort as presenters, and they bring 
excitement to their subject.  Effective public speaking is a critical prerequisite skill, since training future-trainers to 
facilitate small groups for communication skills is the focus of this training. Future-trainers are compelling speakers who invite the 
audience to participate with them in a profound conversation about an important topic. 
8. Group Leadership Skills: Successful future-trainers can draw upon and manage the resources of the group in an 
authentic and facilitative manner.  They wish to increase comfort managing participants who tend to dominate and 
participants who are reluctant to speak out.  They do not shy away from conflict. They build a community of learners.  
9. Learning Orientation: Successful future-trainers value learning for themselves.  They feel comfortable recognizing and 
acknowledging their own ignorance as a normal state of being human rather than as a personal weakness to be hidden.  
They work at learning and are open to using many different learning strategies. 
10. Clout and Credibility: Successful future-trainers are recognized as movers and shakers and early adopters within their 
organization.  With or without the authority that comes from holding a specific position, they are people whom 
organization members listen to because of their track record in making things happen. They are seen as having the ear of 
organization leaders.  In addition, successful future-trainers have or can be sponsored to have sufficient independence so 
they can adjust their own schedule and take autonomous action when required. 
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Contrastingly, experiential learning allows learners time to 
experience learning points in different formats – as a 
theoretical talk, in demonstrations of skills to be learned, 
and in actual skills practice that uses learners’ own 
scenarios to apply skills.  These different formats allow 
learners to “chunk” separate pieces of information into 
more easily retrieved learning points. 
 
Finally, a wealth of literature supports that expertise 
develops as a result of deliberate practice and feedback.21 
The small group learning (between 6-10 participants for 
each small group facilitator) in these workshops provides 
explicit structure for intentional practice coupled with 
feedback that supports learner-centered learning.  
Feedback has been defined as specific, nonjudgmental 
information given with intent to improve a trainee’s 
performance22; embedded in this definition is a suggestion 
that it be delivered with the spirit of unconditional positive 
regard.23 This is not to say that feedback must all be 
reinforcing; to the contrary, it is in the learner’s best 
interest to receive helpful corrective feedback in an 
effective way, all the while maintaining the learner’s ability 
to hear this feedback.  
 
Phase Four: Mastering small group facilitation skills 
and workshop flow 
Master facilitators spend the bulk of the training in this 
phase setting up simulation exercises for future-trainers to 
hone their fundamental communication skills in the setting 
of facilitation practice.  Once again using the process of 
deliberate practice and feedback, we use the same 
approach to train future-trainers, through practicing 
facilitation skills in simulated learner settings, followed by 
feedback conversations with the future-trainer.  These 
“nested training” sessions further encourage deeper 
understanding of the several levels of awareness that a 
small group facilitator must track: learning at the level of 
the individual learner as well as learning that occurs for the 
group as a whole.  This kind of training enhances the level 
of metacognition that is necessary in developing 
expertise.24 
 
As future-trainers progress in their skill and comfort with 
both fundamental communication and facilitation skills, 
we also set up scenarios in which problematic participation 
arises.  Future-trainers can thereby practice a range of 
tools that they can use in the setting of a silent participant, 
a silent group, and a talkative participant, among others.  
Throughout this phase of training, future-trainers also 
hone their skills of keen observation, discernment between 
merely allowable versus excellent or exemplary 
communication skills, and conducting supportive and 
honest feedback conversations. 
 
To maximize future-trainer success, we constructed a 
program of graded independence in skill development.  
This approach debunks the generalized myth of “see one, 
do one, teach one” in favor of a coaching approach.  The 
process initially starts, as noted above, with simulated 
practice in the future-trainer group, first to achieve 
comfort with the basic skills and logistics of leading the 
core content and timing of the workshop, and with role-
play exercises involving scenarios of challenging 
participants.  After several of these practice sessions, the 
first “live” workshop with actual participants – maximizing 
success with generally friendly participants, students, 
and/or trainees – occurs with preparation, active co-
facilitation, and debriefing by the master facilitator.    
Subsequently, once future-trainers are deemed ready to 
move to the next phase, they solo facilitate workshops 
with observation and feedback by the master facilitator.   
 
Advance scheduling of the live practice workshops in 
Phase Four typically involves personal recruitment by 
future-trainers of practice participants immediately 
following Phase Two to ensure attendance during the 
Phase Four practice workshops. The project coordinator 
can assist with recruitment and registration of practice 
workshops by reminding future-trainers to recruit peers 
and by sending invitations to targeted individuals and 
department leaders.   
 
The final observation and feedback from the master 
facilitator marks the conclusion of the TTT certification 
process. The full program rollout launches in Phase Five.   
 
Phase Five: Ensuring viability and long-term 
maintenance of program 
Though we describe this phase separately from Phase 
Four, activities in Phase Five must occur simultaneously 
with Phase Four.  As future-trainers undergo continued 
practice with facilitation skills, an additional level that they 
must address is that of the overall institution: how will 
they roll out the program to colleagues in their institution?  
How will they achieve buy-in, recruit participants, and 
facilitate a change in institutional culture?  Small group 
facilitators can easily undergo training, but if the 
institutional milieu is not conducive to adopting a viable 
program, they can see their interest and skills wane quickly.  
Reviewing methods to effect culture change, such as those 
advanced by Kotter,25 is critical to the ultimate success not 
only of the future-trainers but also of the entire change 
effort itself.  We detail the most applicable steps of 
Kotter’s model below. 
a. A sense of urgency requires clear 
communication of the forces that presumably led 
up to the formation of this group, including 
efforts to identify and address potential crises 
and opportunities.  For communication skills 
work, this includes the establishment of the 
advent of values-based purchasing and using 
patient experience scores to establish funding.  
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Literature in prominent journals26,27 can also 
support this urgency. 
b. Formation of a powerful guiding coalition: 
often the first group of future-trainers, they 
represent the vanguard (early adopters and 
informal leaders) for institutional commitment to 
the best in provider communication skills. 
c. Creation of vision: An example of a 
generalizable and powerful vision is that every 
provider in a given system will employ the best in 
healthcare communication skills, both with 
patients as well as within interprofessional teams, 
and will endorse the value of treating patients as 
fully collaborative partners in their care. 
d. Communication of vision: To reiterate from 
the preparation phase, above, a full endorsement 
by the senior executive team is absolutely critical, 
both to reinforce long-term commitment to the 
program and its trainers, and to facilitate 
removing common barriers to fully integrating 
skills into practice and incorporating skills into 
accountability measures, such as the performance 
review process. 
e. Empowering others to act on vision: During 
the one-day workshop, the application of specific 
skills to address one’s current challenges and 
frustrations facilitates the large scale buy-in 
through the creation of instant wins for working 
with our most difficult patients and families. 
f. Creation of short-term wins: Participants leave 
the skills workshop with skills they can 
immediately apply to their clinical practice.  A 
small-scale initial rollout can demonstrate quick 
return on investment. 
g. Consolidating improvements and producing 
more change involves increasing word of mouth 
and disseminating successes.  Using the robust 
theoretical base and with the experience and skill 
of AACH’s master facilitators, we have learned to 
“trust the process”: the vast majority of 
participants in the communication skills 
workshops and the train-the-trainer programs 
have not only reacted positively to trainings such 
as these, but also, true to the data, they 
experience a renewed sense of self-efficacy in 
their work.  In addition, institutionalizing these 
new approaches and anchoring these same skills 
in the corporate culture of the organization 
begins with leaders modeling the same skill set 
by, for example, intentional rounding on 
employees and physicians to build relationships 
and remove barriers.28 This “hard-wiring” 
process can be accomplished through biweekly or 
monthly reminders of microskills to practice, 
with the ultimate goal of keeping relationship-
centered communication skills in the forefront of 
the minds of all directors, managers, and staff 
until it becomes the norm for interactions with 
patients and their families. 
An additional critical step in the rollout of the program is 
recruitment and logistics.  A strategic recruitment plan for 
enlisting attendees for the full program rollout encourages 
optional enrollment in the workshops. Systems with the 
ability to mandate attendance should consider obtaining 
this level of support from executive leadership.  
Recruitment of participants can draw on the suggestions 
listed for recruiting future-trainers in Phase One.  In 
addition, support from internal marketing/public relations 
departments may aid in the development of a recruitment 
campaign. Promotional strategies include email invitations, 
live visits to announce the program in department 
meetings (ideally by leaders/trainers in the program, or at 
least by the project coordinator), printed fliers/posters, 
and internal web ads. We recommend obtaining formal 
endorsements from key leadership and respected 
colleagues. Testimonials from previous leaders, trainers, 
and attendees, in written or video recorded format, 
provide persuasive content to build enrollment interest. 
Word-of-mouth promotion contributes greatly to 
recruitment; all trainers and participants must encourage 
attendance by their colleagues.  
 
An organized structure for the full program rollout, i.e., 
establishing a registration and reminder system for future 
participants, is also integral to program success. The 
project coordinator can implement a registration system, 
with options ranging from email RSVPs to a formal 
scheduling system/link, and should work with clinic 
scheduling personnel to ensure appropriate scheduling of 
the workshop and blocking of clinical time.  A reminder 
system to update registered participants with the details 
regarding their session enhances stronger attendance. Due 
to late cancellations and no-show attendees, the project 
coordinator may consider overbooking registration space 
(e.g., allowing 8 participants to register for a session that 
allows only 6). The project coordinator may also explore 
options for convenient meeting space to extract attendees 
from the normal routine of clinical practice in a quiet, 
comfortable environment to optimize engaged learning.  
Providing food and refreshments to maximize comfort 
and to avoid distractions of leaving for breaks has 
enhanced the uptake of similar workshops.29 Finally, 
providing continuing education credits to participants can 
generate additional interest and inducement to attend.  
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Experiences of Institutions 
 
A range of institutions has implemented train-the-trainer 
programs, including large clinical enterprises, academic 
medical centers, and public institutions.  One early such 
program has previously reported their findings on overall 
patient satisfaction scores and nearly a 20% decrease in 
patient complaints.12  Four themes arise from the 
evaluations from these programs. 
 
First, future-trainers speak of a transformation in the way 
they communicate with others at work. 
 
“The opportunity to serve in multiple 
roles of physician, patient, facilitator, 
and evaluator, allowed me to analyze 
communication techniques in great 
detail … In every conversation I find 
myself listening more intently, inviting 
input, and parceling the information I 
share.  These skills have facilitated 
increased patient involvement and 
satisfaction with the office 
consultation.  I find the experience 
more satisfying too.” (surgeon)  
 
“More than a valuable communication 
framework, the training imparted the 
ethos of respectful, caring 
communication as a means for deeper 
connection.  From this opening flow 
more meaningful therapeutic 
interactions, effective team dynamics, 
and satisfying interactions with 
learners.  I am now a more effective 
provider, teacher, and colleague.  I am 
energized each time I teach the skills 
and each time I use them.” (hospitalist) 
 
Second, future-trainers mention the skill of the master 
facilitators in the training.    
 
“The facilitators fully embodied the 
skill set they taught, … heavily 
prioritized skills practice, … and 
provided ongoing, hands-on support 
through direct observation, feedback, 
and coordination. This investment in a 
continued relationship demonstrates a 
true commitment to the success of the 
initiative.” (nurse midwife) 
 
Third, future-trainers express hopefulness about rolling 
out a communication skills program at their institutions. 
 
“The AACH Train-the-Trainer 
course was an eye-opening voyage 
into the world of interpersonal 
dynamics and communication.  It 
motivated me beyond expectations to 
support the spread of this approach 
at our institution.  Every day, I use 
the tools in my practice and observe 
the value of the material in the 
positive feedback I get from my 
patients.” (pediatrician) 
 
“I have no doubt that this work will 
change the way that physicians 
interact with patients and others and 
has the capacity to more deeply 
engage physicians in the patient 
experience of care.”  (emergency 
medicine physician) 
 
Finally, future-trainers speak of the wide range of effects 
that this training had on colleagues. 
 
“A physician’s assistant I work with 
said that he deleted all the job search 
emails he had been saving, because he 
feels hopeful about working here.” 
(oncologist) 
 
“I have used these skills and 
techniques with my boss …  I had the 
most productive conversation with 
her that met her needs and my needs, 
in comparison to an entire [prior] year 
of leaving our meetings with despair, 
pessimism, and anxiety.” (nurse 
manager) 
 
In terms of institutional outcomes, one author (MKW) 
conducted a pilot test at five hospitals in West Florida, 
where she trained an average of 10 multidisciplinary 
trainers per hospital in March 2014.  Trainers began 
delivering the one-day training in April 2014 beginning 
with front line nursing; to date, they have trained 
approximately 4,000 employees across the five 
hospitals.  Comparing overall data from the Hospital 
Consumer Assessment of Healthcare Providers and 
Systems (HCAHPS) survey between the fourth quarters of 
2013 (prior to training) and 2014 (after training), there is 
an upward trend at four of the five hospitals.  While it is 
always difficult to attribute the change to training, given 
multiple other concurrent improvement efforts, there are 
positive changes in the domains of communication with 
nurses, nurse courtesy and respect, and communication 
about medication education. 
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Conclusion 
 
A wealth of evidence and theory support our model of 
developing programs to train communication skills 
facilitators locally at institutional sites. With burgeoning 
evidence that providers’ communication skills not only are 
teachable but also lead to enhanced patient outcomes, 
these programs can supplement institution-wide efforts in 
supporting the overall patient experience. The steps of 
reinforcing effective communication skills in future-
trainers, followed by a stepwise program of deliberate 
practice and feedback with gradually increasing levels of 
autonomy, all in the context of a visionary and 
administrative system that supports this development, 
have resulted in success in medical centers with diverse 
patient populations across the country. Further work must 
determine the longer-term outcomes and successes of 
these programs.  
 
References 
 
1. Levinson W, Lesser CS, Epstein RM.  Developing 
physician communication skills for patient-centered 
care.  Health Affairs 2010;29:1310-1318. 
2. King A, Hoppe RB. “Best practice” for patient-
centered communication: a narrative review.  J Grad 
Med Educ 2013;5:385-393. 
3. Haskard KB, Williams SM, DiMatteo MR, Rosenthal 
R, White MK, Goldstein MG. Physician and patient 
communication training in primary care: Effects on 
participation and satisfaction.  Health Psychol 
2008;27:513-522. 
4. Bonvicini KA, Perlin MP, Bylund CL, Carroll JG, 
Rouse R, Goldstein MG. Impact of communication 
training on physician expression of empathy, Patient 
Educ Couns 2009;75:3-10. 
5. Riess H, Kelley JM, Bailey RW, Dunn EJ, Phillips M.  
Empathy training for resident physicians: a 
randomized controlled trial of a neuroscience-
informed curriculum.  J Gen Intern Med 2012;27:1280-
1286. 
6. Chassany O, Boureau F, Liard F, Bertin P, Serrie A, 
Ferran P, et al.  Effects of training on general 
practitioners’ management of pain in osteoarthritis: a 
randomized multicenter study.  J Rheumatol 
2006;33:1827-1834. 
7. Cooper LA, Roter DL, Carson KA, Bone LR, Larson 
SM, Miller ER III, Barr MS, Levine DM. A 
randomized trial to improve patient-centered care and 
hypertension control in underserved primary care 
patients.  J Gen Intern Med 2011;26:1297-1304. 
8. Pollak KI, Alexander SC, Coffman CJ, Tulsky JA, 
Lyna P, Dolor RJ, James IE, Brouwer RJN, Manusov 
JRE, Ostbye T.  Physician communication techniques 
and weight loss in adults: project CHAT. Am J Prev 
Med 2010;39:321-328. 
9. Cals JWL, Butler CC, Hopstaken RM, Hood K, 
Dinant GJ. Effect of point of care testing for C 
reactive protein and training in communication skills 
on antibiotic use in lower respiratory tract infections: 
cluster randomized trial.  British Med J 2009;338:b1374. 
10. Hojat M, Louis DZ, Markham FW, Wender R, 
Rabinowitz C, Gonnella JS.  Physicians’ empathy and 
clinical outcomes for diabetic patients.  Acad Med 
2011;86:359-364. 
11. Kelley JM, Kraft-Todd G, Schapira L, Kossowsky J, 
Riess H.  The influence of the patient-clinican 
relationship on healthcare outcomes: a systematic 
review and meta-analysis of randomized controlled 
trials.  PLoS ONE 2014;9:e94207. 
12. Kennedy DM, Fasolino JP, Gullen DJ.  Improving 
the patient experience through provider 
communication skills building.  Patient Experience J 
2014;1:56-60. 
13. Levinson W, Roter DL, Mullooly JP, et al.  Physician-
patient communication: the relationship with 
malpractice claims among primary care physicians and 
surgeons.  J Am Med Assoc 1997;277:553-559. 
14. Hatem DS, Barrett SV, Hewson M, Steele D, 
Purwono U, Smith R. Teaching the medical interview: 
methods and key learning issues in a faculty 
development course.  J Gen Intern Med 2007;22:1718-
1724. 
15. Chou CL, Hirschmann K, Fortin AH VI, Lichstein 
PR. The impact of a faculty learning community on 
professional and personal development: the Facilitator 
Training Program of the American Academy on 
Communication in Healthcare.  Acad Med 
2014;89:1051-1056. 
16. Stassen MLA. Student outcomes: the impact of 
varying living-learning community models. Res Higher 
Educ 2003;44:581-613. 
17. Ferguson KJ, Wolter EM, Yarbrough DB, Carline JD, 
Krupat E. Defining and describing medical learning 
communities: results of a national survey. Acad Med 
2009;84:1549-1556. 
18. Connor D, Chou CL, Davis D. Feedback and 
remediation: reinforcing strengths and improving 
weaknesses. In Kalet A, Chou CL, eds. Remediation in 
Medical Education: A Midcourse Correction.  New York: 
Springer Verlag, 2014. 
19. Bandura A. Social Foundations of Thought and Action: A 
Social Cognitive Theory. Englewood Cliffs, NJ: Prentice-
Hall; 1986. 
20. Young JQ, van Merrienboer J, Durning S, Ten Cate 
O.  Cognitive load theory: implications for medical 
education.  Med Teach 2014;36:371-384. 
21. Ericsson KA. Deliberate practice and the acquisition 
and maintenance of expert performance in medicine 
and related fields.  Acad Med 2004;79:S70-S81. 
22. Archer JC. State of the science in health professional 
education: effective feedback.  Med Educ 2010;44:101-
108. 
Enhancing Patient Experience by Training Local Trainers, Chou et al. 
  
45  Patient Experience Journal, Volume 1, Issue 2 – Fall 2014 
23. Rogers C. On Becoming a Person: A Therapist’s View of 
Psychotherapy. Boston: Houghton Mifflin, 1961. 
24. Quirk M. Intuition and Metacognition in Medical Education: 
Keys to Developing Expertise. New York: Springer 
Publishing Company, 2006. 
25. Kotter JP. Leading change: why transformation 
efforts fail. Harvard Bus Rev 1995;73:59-67. 
26. Levinson W, Pizzo PA.  Patient-physician 
communication: it’s about time.  J Am Med Assoc 
2011;305:1802-1803. 
27. Manary MP, Boulding W, Staelin R, Glickman SW. 
The patient experience and health outcomes. N Engl J 
Med 2013;368:201-203 
28. Swensen S, Pugh M, McMullan C, Kabcenell A. High-
impact leadership: improve care, improve the health 
of populations, and reduce costs. IHI White Paper. 
Cambridge, Massachusetts: Institute for Healthcare 
Improvement, 2013. (Available at ihi.org) 
29. Frankel RM, Stein T.  Getting the most out of the 
clinical encounter: the Four Habits model.  Permanente 
J 1999;3:79-88. 
30. Cole S, Bird J. The Medical Interview: The Three Function 
Approach.  St. Louis: Mosby, Inc., 2000. 
31. Carroll JG, Platt FW. Engagement: the grout of the 
clinical encounter.  J Clin Outcomes Manag 1998;5:43-
45. 
32. Windover AK, Boissy A, Rice TW, Gilligan T, Velez 
VJ, Merlino J. The REDE model of healthcare 
communication: optimizing relationship as a 
therapeutic agent. J Patient Experience 2014;1:8-13. 
33. Putman, JB and Kennedy, J. Teaching Physician-
Patient Communication (AIDET). What’s right in 
healthcare: Evidence to Outcomes. Studer Group. 
Accessed at 
http://www.studergroupmedia.com/WRIHC/presen
tations/teaching_physician_patient_communication_(
AIDET)_for_results_in_all_pillars_vanderbilt_putna
m_kennedy_0028.pdf  
34. Makoul G. The SEGUE framework for teaching and 
assessing communication skills.  Patient Educ Couns 
2001;45:23-34. 
35. Kurtz SM, Silverman JD.  The Calgary-Cambridge 
Referenced Observation Guides: an aid to defining 
the curriculum and organizing the teaching in 
communication training programmes.  Med Educ 
1996;30:83-89. 
36. Makoul G.  Essential elements of communication in 
medical encounters: the Kalamazoo consensus 
statement.  Acad Med 2001;76:390-393. 
37. Kalet A, Pugnaire MP, Cole-Kelly K, Janicik R, 
Ferrara E, Schwartz MD, Lipkin M Jr, Lazare A.  
Teaching communication in clinical clerkships: 
models from the Macy initiative in health 
communications.  Acad Med 2004;79:511-20.  
38. Fortin AH VI, Dwamena FC, Frankel RM, Smith RC. 
Smith's Patient-Centered Interviewing: An Evidence-Based 
Method. 3rd ed. New York: McGraw Hill, 2012. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
